Copeman [1] very aptly remarks that to diagnose sciatica is merely to diagnose leg-ache in Latin, and it does not help us very much to divide leg-ache into primary and secondary, or neuritis and neuralgia. Nearly all sciatica is secondary, and neuritis and neuralgia are often stages of the same process. It is far more practical to divide sciatica into three main clinical groups, namely: (1) Root sciatica; (2) trunk sciatica; and (3) referred sciatica. This classification is also an anatomical one, and forms a definite basis for diagnosis and treatment.
The groups are quite distinct, and are in most cases entirely different diseases, with different patbology, onset, and treatment. Thus, root sciatica is most commonly due to intervertebral arthritis or strain of the lumbar vertebrae, and pressure from new growths; trunk sciatica, to inflammation of the sciatic sheath, a condition which may be primary, but is most often due to the spread of inflammation from the gluteus maximus or pyriformis muscle; and referred sciatica, to inflammation in some structure supplied by the sciatic plexus. It is common to say that the last group is not true sciatica. At any rate it is true leg-ache, and the pain is distributed along the branches of the sciatic nerve, and although there is no active inflammation in the sciatic trunk, it is more than likely that a small branch of the nerve which supplies the affected joint or bursa is inflamed.
Nov.-PHYS. MED. 1 2 All these terms have been used before. This is the French classification, with referred sciatica added as a group. Gowers, Llewellyn [2] , Thompson and Gordon [3] all used the terms " primary " and " secondary," but the primary and secondary sciatica of Llewellyn and Gowers is quite a different thing from the primary and secondary sciatica of Gordon and Thompson.
Putti [4] has written the classical article on root sciatica, and has established this group as a clinical entity. He states that it is the most frequent type of sciatica. Out of 140 cases of sciatic pain under my care at the Devonshire Royal Hospital in the last three years, 35 5% belonged to the root group, 17% to the trunk group, and 45 5% to the referred group.
With regard to trunk sciatica, nearly all the textbooks dwell on this to the exclusion of other types, and to judge from these articles, this is the commonest group.
Referred sciatica receives very little attention, and is chiefly mentioned in differential diagnosis. It is a definite group, and deserves a place to itself just as much as trunk or root sciatica. The structures supplied by the sciatic plexus, which, when inflamed, may set up pain along the course of the nerve, are (1) the hipjoint; (2) the sacro-iliac joint; (3) the gluteal and trochanteric bursm: (4) the prostate; (5) the gluteus minimus and gluteus medius, which, though not supplied by the sciatic nerve, are supplied from the fourth and fifth lumbar roots.
PROBLEM 2.-DIFFERENTIAL DIAGNOSIS
This is not the place to enter into a long differential diagnosis which can be found in the numerous monographs and textbooks, but it will be useful to discuss the difficulties and contradictions found in the various articles on the subject.
Generally speaking, the symptoms of referred sciatica are less severe than in the first two groups. The pain is seldom constant, and often does not reach below the ankle. Sensory signs are absent, and although there may be some wasting of muscle, this is of the general type due to disuse. Unfortunately, similar symptoms may occur in a mild case of root sciatica, and it is necessary to examine the various structures supplied by the sciatic plexus to make a diagnosis. It is quite a mistake to think that all cases of root sciatica are severe or produce serious symptoms.
Putti regards rigidity of the lumbar spine as a constant sign in root sciatica. There are two other signs of root sciatica, which, though not constant, often help one to a diagnosis: (a) Tenderness along the lateral aspect of the lumbar vertebrae;
(b) distribution of pain along the external cutaneous nerve of the leg (L.3). It is seldom that osteo-arthritis of the fifth lumbar vertebra occurs without other lumbar vertebrte being affected, and the presence of pain over an area supplied by the third lumbar nerve suggests root sciatica. Osteo-arthritis of the hip.-This as a cause of referred sciatica is very much exaggerated. The referred pain in this condition is generally along the anterior crural nerve to the knee. When it is along the sciatic nerve the pain is slight, and onlv mentioned by the patient on being asked a direct question. In only two cases has one come across serious sciatic pain associated with osteo-arthritis of the hip, and on investigation it was found that there was a secondary osteo-arthritis of the spine. One or two observers have suggested that inflammation of the hip-joint may spread directly backwards to the sciatic nerve, and thus cause trunk sciatica. This could only occur in very acute infection of the joint, for the sciatic nerve is separated from the hip-joint by the tendon of the obturator internus.
In this case I followed what I consider the soundest principle in such cases, when the outlook is doubtful-namely, the replacement of the diseased area by the most surgically economical means at one's disposal, the Thiersch graft. I freed the lower eyelid, excised the scarred area of the left cheek and applied a single large Thiersch graft on a mould. The graft took well, restored good function to the eyelid and, as you have seen, gave also a most gratifying cosmetic result.
In this case there occurred further -ulceration, but not in tbe grafted area.
Dermatologists are inclined to oppose the excision and grafting of old lupus areas because they fear the stirring up of local disease. In this case the only further [4] and Buckley [5] belittle the value of Las6gue's sign. Putti chiefly deals with root sciatica of the vertebral type, and in this condition Las6gue's test, if carefully performed, is negative unless inflammation has actually spread into the roots of the nerve. Buckley gives six causes for the presence of Lasegue's sign, namely, sciatic perineuritis, sacro-iliac lesions, osteo-arthritis of the hip, arthritis of the spine, gluteal fibrositis or bursitis. In my experience Las6gue's sign, if the test is carefully carried out, occurs only in the first two conditions. There may be some slight difficulty in flexing the leg in the other four, but with a little care this can be managed.
There are two modifications in Las6gue's sign which may prove extremely useful:-(a) Dr. Mennell's. This sign is useful in separating the two conditions, trunk sciatica and sacro-iliac lesions. The modification consists of flexion and extension of the foot whilst raising the leg with the knee straight. With the foot flexed the leg can be raised higher in trunk sciatica than when the foot is extended, whereas the flexion and extension of the foot makes no difference in sacro-iliac diseases.
(b) The floor sign. The patient sits on the floor with the back resting against the wall. This fixes the pelvis and reduces the spasm of the hamstrings. The sign is positive where the back of the knee cannot be made to touch the floor. Excluding cases of arthritis of the knee, the sign is only present in acute trunk sciatica, or where there are adhesions between the sheath and the nerve. PROBLEM 5.-TREATMENT Every type of sciatica requires physical treatment, and it is well to remember Buckley's [5] aphorism: "A textbook of anatomy is a better guide to treatment than a treatise on therapeutics." There is some uncertainty with regard to the value of manipulation, stretching of the nerve, and the injection of saline and oxygen. I feel that these subjects would be best discussed at a joint meeting of the Section of Orthopedics and this Section.
Massage.-There is much difference of opinion with regard to the value of massage. Some authorities say that it is always harmful, others, like Pemberton [6] , say that massage is the agent which accomplishes most. The truth, as usual, lies halfway between the two views. Sciatic pain caused by gluteal fibrositis can be cured by early massage to the affected muscles, but this ought to be followed by at least an hour's rest in bed after each application, and the doctor must definitely state in his prescription " gluteal muscles only," otherwise the masseur devotes much of his time to the painful area, which is situated in the leg, and massage to this part is harmful.
Again, massage is of value in sacro-iliac strain. In all other cases of sciatic pain massage is definitely harmful except in the final stages when the disease is no longer active and wasted muscles require treatment.
ulceration was anterior to the graft and this area reacted favourably to excision and grafting. Recently I have excised a scarred area from the neck and you will have noted that this area is still rather wrinkled. Grease massage is being carried out here and the cosmetic result in this region is likely to be every bit as good as that obtained in the face.
Case ll (fig. 2 ).-This patient had suffered from extensive lupus of the face since she was 11 years old. At the time of my first examination, when she was referred to me from the Radium Institute by Mr. Roy Ward, she was thirty-four.
She had undergone a great variety of treatment and, during the last year, had been having radium treatment at two-monthly intervals. This had produced improvement, but there were still several areas of ulceration and much brawny swelling of the upper lip. It was difficult, again, to say whether these were true lupus or, in part at any rate, the results of treatment. There was ectropion of both lower eyelids, more marked on the left than the right side, and epiphora was very troublesome. The latter had persisted in spite of incision of the canaliculi. I commenced treatment in this case again by the surgically economical replacement of scarred areas by Thiersch grafts. The ectropion on the right side was treated on the usualk lines: incision from canthus to canthus, just outside the eyelashes, gradual division of all scar tissue bands, and the application of the graft on a small Stent mould held in position by sutures which everted the lid over the mould and so pressed the graft home on the raw surface. On the left side I freshened the lid margins in their middle two-fourths and sewed them together before incising and freeing the eyelids. On this side the graft was applied on a flat mould, for part of the cheek skin was excised at the same time.
The second pair of photographs indicates the appearance in an intermediate stage and illustrate the appearance of a recently grafted eyelid.
The third pair of photographs illustrates her appearance about fourteen days ago before my last intervention. The nose skin has been replaced by Thiersch grafts, as have also large areas of both cheeks and upper lip. Ten days ago I inserted a small fat graft under the Thiersch graft of the left eyelid to fill up the hollow in this region and a similar graft has improved the appearance of the bridge of the nose. Various other minor trimming plastics were carried out at the same time.
The points considered worthy of note in this case are: (1) The satisfactory functional result in the eyelid regions. (2) The great improvement in the patient's mental attitude towards life. (3) The complete absence of any suggestion of recurrence of lupus in the grafted areas.
Case IV (fig. 3, p. 6 ).-This case has been shown to illustrate the cure of severe ectropion by Thiersch grafting and the reconstruction of eyebrows by free fullthickness (Wolfe) hair-bearing grafts from the post-mastoid region. The case itself and its photographic records indicate well what an important part reconstruction of eyebrows plays in the cosmetic results in burn cases.
The patient was removiDg a bung from a drum of nitric acid. The bung was defective and flew off, the patient receiving a large quantity of acid full in his face. The early eyelid grafts in this case were carried out as a prophylactic measure, for the left eye was dangerously exposed. Contraction occurred in these and further grafting was carried out at a later date. The eversion of the upper lip was treated in a manner precisely similar to that used for the eyelids. 
